Introduction
In recent years suicide rates have increased in all provinces of Canada. Thus, between 1960 and 1970 the overall rate rose from 7.6 to 11.3 per 100,000 (1) and by 1973 it had increased to 12.3 per 100,000 (5) . By 1971 suicide had become the second highest cause of death, after road accidents, in the 15-30 age group (4) . While between 1960 and 1970 middle-aged men continued to have the highest rate, certain sex and age trends were observable. The ratio of males per 100 females was reduced from 408 in 1960 to 254 in 1970, and to 251 in 1973 (latest figures) indicating that while younger males have increased their rates, women across practically all age groups have had greater increases.
However, rates for suicide reflect many factors which must be examined. It is known that suicide is more frequent among the psychiatrically disturbed and the socially isolated (6) . It has been demonstrated repeatedly that patients with major mood disorders carry an especially high risk, and on follow up about 15 percent of such persons were found to have committed suicide (3) . Traditionally other mental disorders have not been considered to bear this risk, but Winokur (7) recently found from a *Manuscript received June 1975. to forty year follow-up study that of those deceased 10 percent of the schizophrenics compared to 8.5 percent of the manics and 10.6 percent of the depressives had committed suicide. Taking the total follow-up sample the rate for depression (7.7 percent) was higher than that for schizophrenia (4.1 percent), but schizophrenics tended to kill themselves before age 40 in contrast to depressives whose deaths generally came after that age. Winokur's finding is of interest since it contrasts with clinical impression and previously reported findings. However a recent survey from the Clarke Institute gives some support to his finding.
Method and Results
The Clarke Institute is a postgraduate teaching hospital, with 153 beds, which accepts patients from Ontario, other provinces and abroad. The Institute has a system of auditing cases of suicide when patients have been in contact for psychiatric care. This auditing is scrupulous and the cases vary from those who have had inpatient care to casual drop-ins, but there will of course be cases of suicide which are unknown to the Institute administration.
Between 1969 and 1974 there were 49 known completed suicides with a range from 5 to 13 per year. Overall the sexes were equally represented although there were more male schizophrenics and female depressives. Only seven were inpatients while the remainder were casual drop-ins, CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 20, No.6 outpatients, or ex-patients; ten were married and the majority were native-born Canadians. The method of suicide was known in three-quarters of the cases and in two-thirds of these violence was employed, particularly by males. Fifty percent had made previous suicide attempts. Only two suicide notes were known to have been left. Formal diagnosis was available for 40 patients. For the others little clinical information, limited to known suicidal risk or diagnoses, such as borderline psychosis, was available on five, and no information on four of the patients. These nine patients, six men and three women, had scanty details recorded since they had had only brief contact as outpatients. The diagnostic breakdown is shown by age in Table I .
It is noteworthy that five of the eleven with depressive illnesses were dependent upon alcohol or street drugs.
Discussion
The limitations of this survey are clear since the material consists of cases of suicide known to only one Institute, and some of the data are incomplete. Nevertheless the implications are interesting. While numerically small, the group may be subdivided into an older one with mood disorders and a younger one with either schizophrenia or personality disorders. Patients with serious mood disorders in the fifth and sixth decades are those with the highest suicide rates in Canada, yet in this study they are not in excess. The findings of this audit survey are of tentative interest since the prevention of suicide has been much debated recently, with particular emphasis being placed on treatable mental illness. Barraclough et al, (2) in a review of 100 cases of suicide, indicated that while 93 percent of their series were mentally ill the investigation showed that treatment was not always being effectively deployed. Most of the patients in the Barraclough series suffered from depression or alcoholism. In the Clarke series the high risk middle-aged depressives appeared to be underrepresented, which might suggest that the mood disorders are being treated with some success. It is not possible to tell from the data whether this is true or not, but any hint of success in intervention with middle-aged mood disorders for suicide is promising. Rather than look globally at suicide rates there is a need to concentrate on diagnostic types. While there have been effective treatments for mood disorders in the form of electroconvulsive treatments for forty years, antidepressant medication for twenty years and lithium carbonate for ten years, it is not known whether they reduce the suicide rate amongst those with such conditions. While it may be too late to undertake random trials of treatments to determine their value in preventing suicide, it should be possible to know from retrospective studies whether, for example, lithium is decreasing the incidence of suicide. In order to do this it is necessary for the psychiatrist to have better liaison with the coroner's office in order to obtain reliable case material. While the depressive patients appear to be under-represented the younger schizophrenic patients and those with personality disorders appear to be highly represented. The symptom of depression may have been a component of the mental state of these patients but so may impulsiveness. Jumping out of windows or under subways, which might be construed as impulsive, occurred only in schizophrenics and personality disorders. In these diagnostic groups such violence was not exclusive to males since a third of the cases were female. Impulsiveness is a very real problem even for the most experienced clinician. Motivation and fluctuation in mood cannot always be predicted in these cases. The suicide rate of these young people may be one of the unpleasant realities of current clinical practice.
In summary, suicide, which is an increasing cause of death, is associated with many social and psychiatric factors. Mood disorder is a well-recognized contributory factor but schizophrenia and personality disorder should be given equal place. Although there are well-tested proven treatments for depression, the effectiveness of these in reducing the suicide rates must be ascertained. It is much less clear whether the impulsivity associated with schizophrenia and personality disorders is receptive to psychiatric intervention. o that this too too solidflesh would melt, Thaw, and resolve itselfinto a dew! Or that the Everlasting had not fix' d His canon 'gainst self-slaughter!
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